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ber, or a partner or friend, who is willing to become a well-informed resource and support." 3 This perspective on contraceptive context was offered as a model for increasing nursing involvement in family health.
Studies of the involvement of male partners appear to be more common in the international research literature. An influential 1963 Taiwan study found that including husbands in home visits that were focused on contraceptive education did not appear to be worth the extra effort. 4 In contrast, a 1959 study of family planning in Puerto Rico argued "that a combination of clinical methods and husband orientation (that is, joint responsibility) would provide a more effective pattern of birth control use."
5 And a study of four comparison communities in Dhaka, Bangladesh, from 1961 to 1964 found that providing contraceptive education to both husbands and wives (albeit separately) was more effective than education directed to wives alone. moting more partner involvement in women's reproductive health visits. Eighteen percent of female clients attending personal health visits were accompanied by their partner, 88% were willing to ask their partner to join them for couple visits if this were recommended by their provider, and 96% expected to discuss with their partner the findings of clinic visits. Of 505 women who had received health counseling in the clinic jointly with their partner, all but two answered that they liked having their partner present, while 94% of women who had received counseling without their partner responded that they would have liked to have him present for the visit. 17 Similarly, in a 1993 U.S. study of primarily black and Puerto Rican couples in which at least one partner was in a homeless shelter or a program to treat chemical dependency, the great majority of men and women were willing to join their partner for couple visits if these were recommended by the partner's provider.
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In this article, we define couple-friendly care as services that are open, welcoming and supportive to couples or partners; attentive to the concerns of intimate relationships; capable of providing couple-focused or partner-focused services, resources or referrals; able to apply an understanding of couple relationships; and respectful of couples as representing important resources, opportunities and challenges for reproductive health.
Aiming to understand better the acceptability of couple-friendly innovations, we examine here clients' views relating to a hypothetical offer of joint couple visits at a metropolitan STD clinic.
Methods
All clients who came to the clinic for an initial visit for STD-related care and who had not visited the clinic in the previous three months were eligible to be included in the study. Eligible clients were identified by the receptionist; the provider explained the study's goals and invited clients to complete a brief one-page questionnaire at a convenient time before leaving the clinic.
Potential participants were told that the survey was voluntary and anonymous, traceptive education found that after one year, contraceptive prevalence was twice as high when services were provided jointly to husbands and wives as when the same services were provided to wives alone. 7 In Madagascar, a test of husbands' involvement in contraceptive counseling, education and decision-making found beneficial effects for implant users.
8 Finally, a large randomized trial in China showed that providing contraceptive education jointly to couples resulted in fewer unwanted pregnancies and concomitantly fewer abortions than providing comparable education to individuals. 9 It is plausible that a couple-directed intervention would be useful, given the accepted value of enhancing couple communication, 10 increasing the normative and affective support of mutual agreement and reducing mutual misunderstandings. Household interviews with Florida couples found "enormous" misconceptions and misunderstandings between partners: Wives were more likely than husbands to misunderstand their spouse's contraceptive values, women underestimated their husband's willingness to use condoms, men overestimated their wife's valuation of condoms and wives were significantly more bothered than their husband was by the disadvantages of condoms. The report concluded that seeing both partners in family planning services would be much more beneficial than talking only to the woman.
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Surveys of men's attitudes find that men are generally more supportive of contraception than is conventionally believed, and that there is greater concurrence between the sexes or within couples than is generally thought.
12 Many studies have examined partners' roles in contraception and fertility, 13 but a full consideration of partners, men and both sexes in demographic theory and research has been problematic. 14 The relationship context is increasingly viewed as important in interpreting data on condom use and STD prevention. 15 Studies of HIV-discordant couples suggest that involving partners and providing counseling to both partners promotes improved condom use and safer sexual practices. 16 A recent Ecuadoran survey of more than 3,000 female clients in 12 clinics found that the great majority favored proand were asked to place their completed form in a sealed envelope and return it to their provider or to the receptionist. We further assured confidentiality by having the anonymous data processed offsite by investigators unaffiliated with the clinic. Providers were instructed to exclude clients from the survey whenever such participation seemed inappropriate or might interfere with care.
In addition, providers completed a onepage form for each eligible client. On it, they were asked to assess the appropriateness of partner involvement for each client.* The form also included a checklist of possible services, and providers were asked to indicate which interventions they might have considered offering if that client's partner had been present and willing to be seen.
Study procedures were uniformly applied during four weeks of June 1994, to provide data on a complete series of qualifying clients who elected to participate. During that time, 281 clients were identified by the receptionist as potential study participants. Of these, 20 were excluded because they did not speak English, 10 were excluded because time constraints or circumstances of the visit made the survey too burdensome, two were excluded because of mental limitations and five because their visit was limited and brief; reasons for exclusion were not recorded in six cases. In addition, one client agreed to participate but chose to leave the questionnaire blank. In all, then, questionnaires for 237 clients were available for analysis. In addition, eight providers participated, each completing anywhere from 10 to 51 forms. A high item-completion rate suggests that clients had little difficulty understanding the questions.
Questionnaires were designed to be self-completed in 5-10 minutes, and cov-
196
Family Planning Perspectives lieved that it might have been inappropriate. The providers' reasons for making this judgment principally concerned the newness of a relationship or its casual, nonmonogamous or unstable character. In at least three cases, the provider was concerned with potential anger and its consequences: One patient was openly angry at her partner, a second was afraid that her partner would be angry at her infidelity, and a third had a history of domestic violence. Sometimes providers considered partner involvement inappropriate because the partner had already been seen for the shared health concern. The providers' judgments did not appear to be associated with their clients' ethnicity, gender or age. Providers assessed what services would be appropriate for a client in 79% of the cases (a total of 186 clients). In the providers' views, the primary benefits to having the partner accompany the client were the opportunity to provide complementary education, counseling, examination and treatment (Table 1 ). In 57% of cases, the provider would have offered couple counseling, in 10% the provider suggested return referrals for couple visits and in 9% the provider would have referred the couple elsewhere for services.
Couple-Friendly Services: Views of Clients and Providers
Providers' considerations of hypothetical services to partners were not associated with the clients' gender or ethnicity. However, providers were more likely to want to have partners of older clients than partners of younger clients examined (R=.15, p<.05) or treated (R=.20, p<.01).*
Clients' Views
Eighty-seven percent of respondents supported the proposal to offer couple visits ( Table 2 ). The high level of support leaves little opportunity to examine variation within categories of clients.
Clients' comments revealed their motives, and sometimes their enthusiasm, in support of couple visits. According to some clients, couple visits could help expand choices for clients, make care easier for both partners, increase couple communication on sexual health matters, improve relationships, increase the educational value of services, provide comfort and reassurance to clients, and increase partners' support for clients' adherence to treatment and prevention. Some conered only those areas considered by the clinic staff and investigators to be specifically appropriate and relevant for the narrow planning purposes of the study. The clients' questionnaire explained that "We are thinking about offering a new service called 'couple-focussed care.' Under couple-focussed care, clients who have concerns about sexually transmitted disease would be invited to ask their partner to come with them to the clinic. All clients and partners would be examined individually and confidentially. If desired and appropriate, they would also be counseled together, with their partner, for any shared concern." Data on the partner's sex were not collected, because we expected too few samesex relationships to permit separate analysis. In addition to the structured response categories, the questionnaire solicited written comments on key items. Pilot testing of the instrument was conducted with 18 clients; since the instrument and methods were modified only slightly as a result of the pilot data, these are included with subsequent responses in this analysis.
Findings

Client Characteristics
Forty-six percent of clients were female. Providers classified 63% of clients as white, 30% as black, 3% as Hispanic and 4% as of other race or ethnicity. Eleven percent were younger than 18, 18% were 18-20, 41% were 21-30 and the remaining 30% were older than 30. Clients younger than 18 were more likely to be black and more likely to be female.
Twenty-two percent of clients were seeking routine screening; 19% had complaints or symptoms consistent with chlamydia, nongonococcal urethritis or pelvic inflammatory disease; 9% had probable herpes or condyloma; 24% had data consistent with other bacterial STDs, including gonorrhea; 4% were seen for yeast or for symptoms not related to STDs; 5% had miscellaneous complaints; and in the remainder of cases, the provider gave no information on the client's complaint or diagnosis. At least 13% of clients were worried that they had been exposed to a partner with disease, symptoms or concerns about disease. Some of these clients had been contacted by the health department's contact tracing.
Providers' Views
In about 18% of cases, the provider considered that it definitely would have been inappropriate to have involved the client's partner in that visit, and in another 7% besidered couple services especially valuable for new couples, while others thought that couple visits would be best for clients who had regular partners. No comments were offered by the few who opposed offering couple visits.
Twenty-one percent of clients were accompanied to the clinic by their partner (Table 3 , page 198). There were no statistically significant differences by ethnicity, age and sex in the likelihood that a client had been accompanied by his or her partner.
We used two questions to assess clients' degree of interest in involving their partner in medical visits: one hypothetical question concerning the study visit ("Would you have wanted to bring a partner for today's visit, if this choice had been available?") and one concerning a followup visit ("Would you want a partner to come with you on your next visit, if your nurse suggested this?").
More than half of clients responded to each question affirmatively, about onefourth expressed uncertainty and fewer than one in five said no (Table 2) . Differences in responses by sex, age or ethnicity were not statistically significant. Some clients commented that couple visits would help them disclose information to partners, such as having herpes; some wanted to involve former partners as well as present partners; and others simply felt that sharing visits made sense because they "shared everything else." A few clients expressed a desire to have a couple visit before having unprotected sex with a new partner. Those who responded that they would not want to include their partner mentioned scheduling problems and not having a partner who was appropriate for such participation.
The data also offer us an opportunity to since research has demonstrated that improved partner involvement may lead to better outcomes. Such innovation can be stymied, however, when clinic staff are uncertain whether clients will support such an approach or anticipate conflicts with the privacy of the provider-client relationship and with other interests, including preventing partner violence. Therefore, research into the actual interests and desires of clients and their current patterns of partner involvement is an important first step in preparing for partner-involving innovation. Our research, in demonstrating one approach to collecting such data, finds widespread client support for such couple visits, substantial interest in using them, considerable direct and indirect partner involvement already and no expressed concerns by clients about the potential for partner violence. These findings do not lessen the importance of protecting client privacy and autonomy or protecting against partner violence, but rather recast these goals within the challenge of designing innovations to enhance appropriate partner involvement.
We expect that appropriately designed and promoted couple visits would be widely accepted by clients and moderately used in the study setting. A substantial proportion of clients said they would have wanted to include their partner in the present visit, a somewhat larger proportion said they would want a partner to attend a follow-up visit if this were suggested by the provider, some one in five clients already attended the clinic with their partner, and a large proportion of clients either talked to their partner before their visit or planned to do so afterward.
As a first step toward couple-friendly innovation, ways might be considered to include partners who have accompanied the client to the provider in the educational part of a visit. The obvious enthusiasm of some clients for the offer of couple visits suggests that such an offer may increase client satisfaction and enhance the clinic's image. Also, given the limited amount of opposition to the offer and the absence of negative comments, the offer of couple visits would likely cause little client dissatisfaction.
That clients who were considered by providers to be possibly inappropriate for partner involvement had nearly the same interest in couple-oriented services as other clients may illustrate partners' importance for each other, even when partnerships are nonmonogamous, conflictfilled or newly formed. Indeed, there may be special and urgent reasons to obtain consider how closely providers' perceptions of clients' "appropriateness" for partner involvement matched clients' opinions and preferences related to couple-oriented care. When we restricted this analysis to clients with current partners, there were no important differences in support for couple visits between clients judged "inappropriate" and others. Moreover, "inappropriate" clients were similar to others in their interest in including partners in couple visits.
Further examination suggests that clients' interest in their partner's involvement may be quite different from their provider's expectations. One woman who was a victim of domestic violence was accompanied by her partner and also wanted her partner to join her in a hypothetical follow-up visit. Another client who was afraid of her partner's anger over her infidelity nonetheless wanted to include her partner in a follow-up visit and planned to speak to him about the health concern that motivated her visit.
Forty-three percent of clients reported either that they had no knowledge of their partner's care or related plans, or that their partner had not sought care and did not plan to do so. Nevertheless, 71% reported having talked to their partner about their health concern before their visit. Moreover, 88% intended to talk to their partner about their health problem after the visit, while only 4% did not intend to do so and 8% were undecided. Small differences by gender, ethnicity and age were not statistically significant.
Discussion
The urgent need to improve the treatment and control of STDs and HIV and to promote reproductive health calls for innovative approaches to more optimally involve couples and partners, especially couple services in such relationships.
Our interpretation of the data does not mean that we believe providers' reservations about services to new or unstable partners are in error, since such relationships no doubt present special risks and concerns, especially for confidentiality. We suggest, however, that such reservations may be usefully applied in the design of appropriate, noncoercive offers of coupleoriented options in STD services-options that allow clients to exercise their own choices and judgments concerning partner involvement. Given the diversity of client interests, one may wonder if some clinics' current policies of forbidding couple visits (justified as protective for clients) may sometimes cause harm.
Clients' comments about the applicability of couple-focused care for new or unstable couples and clients were mixed. Some believed that couple visits would be especially good for new couples, while others felt quite the opposite. This finding suggests that providers should accept ambiguity and leave it to clients to resolve it for themselves; clients who wish to make a couple visit early in a relationship may be prepared to accept the risks that this might entail. Providers may explain these risks to clients, but we suggest that such risks be weighed against the plausible preventive value of reaching newer and younger clients.
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Clients' opinions on the offer of couple visits ranged from policy-level considerations to highly personal interests. On a policy level, some clients viewed couple visits as an important option that would enhance client choice. Some expressed a belief in the rightness or justice of couple visits for partners who share sexual and other intimacy. On a personal interest level, clients noted the convenience and efficiency of serving two people in one visit, sharing information in an area known for insufficient communication and avoiding later misunderstanding with their partner. Some considered the visit an opportunity to save time in partner treatment and as a timely means to reach a partner who may have been a source of infection.
Some clients believed that visits would be more comfortable, less traumatic and less fearful if clients enjoyed the support (or "comfort zone") of an accompanying partner. As one client commented, "I am so terrified through these visits I would prefer to see a familiar face." Thus, couple visits may make care not only more accessible and timely for partners, but also more accessible for clients themselves, by reducing fears of medical visits. Population and Environment, 1984, 7:182-197 ; Boria-Berna M, Husband's role in birth control acceptance, Medical Aspects of Human Sexuality, 1972, 6:70-74 ; Chowdhury D, Determinants of contraceptive behavior among urban While some thought that the option of couple visits might reduce the pressure on "individuals," one client was emboldened to ask if it would be okay to bring a friend. The expression of such an interest is a reminder that personal barriers exist for many clients in seeking health care, and that such barriers are set partly by the degree to which health services expect or appear to require an extreme standard of individual autonomy and competence in the performance of the role of client and patient.
In this "formative" stage of research on couple-oriented care, the clients' comments offer important insights and hypotheses on possible benefits and issues for clients. Since opposition to partner visits was rare, however, this study was too small to capture data on reasons for such opposition. (An Ecuadoran study identified several reasons for opposition, including practical difficulties of partner attendance and modesty concerns of female clients.
)
While the findings clearly encourage couple-friendly innovations in the Oregon setting, we recommend that other settings cautiously interpret findings that have not been widely replicated. Secondly, we recommend that providers interested in expanding partner involvement embark on planned innovation that gives adequate attention and resources to the inventive design of couple-friendly measures-approaches that are informed but not constrained by research perspectives and research support. Indeed, private and public support are needed for such planned innovation, but are now lacking. Successful innovation will naturally offer conventional opportunities for research and demonstration to test specific approaches. But special support for innovation is needed to adequately nourish the beginnings of partner-friendly work in environments dominated by service and program paradigms that focus first on individuals, second on families but rarely on couples.
